103°F., there were constipation and some delirium at night. The temperature remained high for three or four days, and he was in bed about a fortnight. He is said to have told a playmate just before he was ill that he saw double. He was seen by me at hospital on September 9, when his condition was as follows: Marked ptosis on both sides, elevation of the lids only by action of the frontalis, no power of elevation or depression of the globes, fair lateral movements, with complaint of occasional diplopia to the right. Pupils equal and active directly and indirectly, no paralysis of accommodation. Vision of each eye was 6 one letter, and Ji at 12 in. There were no other signs of paralysis, hand-grip was good, and knee-jerks were easily obtained.
The patient was seen by Dr. L. Guthrie, who agreed that the probable cause of the condition was acute poliomyelitis. He has much improved in health since first seen, and there is now a very slight amount of upward movement of the globes.
DISCUSSION.
Mr. DAWNAY referred to a paper read on October 13, before the Clinical Section,I on an epidemic of poliomyelitis occurring in Cornwall. Some cases were recorded in which the only muscle affected was the external rectus.
Mr. SYDNEY STEPHENSON said the present case seemed an unusually typical instance of the condition which he described before this Section some months ago.2 It was even more typical than any of the cases included in his own paper. Recurrent Unilateral cEdema.
THE patient is a boy, aged 14 years, small and of a degenerate type. According to the history the right leg has swollen once a year, generally in the month of September, for the last three or four years, but during the present year the cedema has occurred on two or three occasions. There has twice been swelling of the right arm-in 1909 and 1910-but not at the same time that the leg was affected. The swelling of the leg starts with pain in the inner side of the thigh, which goes down to the foot. Puffiness then appears over the dorsum of the foot and gradually extends upwards to the knee. At the same time patches of skin over the affected area become red and covered with "blisters."
The cedema lasts about a fortnight, as a rule, and disappears gradually.
The last attack began on September 29, when the right foot and leg were noticed to be swollen and the right side of the face to be a little puffy. When seen on October 4 the leg presented considerable cedema, which was soft, and pitted on pressure, and was especially marked over the foot and ankle. On the inner side of the calf there was a purpuric patch on the skin, raised and irregular on the surface, giving the sensa-Recurrent unilateral cedema.
tion to the fingers of obstructed lymphatic vessels. No vesication was present. The extremities were all cold and of a bluish c'olour, these features being especially marked in the right leg. The right hand was a little puffy, and the same was the case with the right cheek, more especially below the eye. The nose, cheeks, and ears were congested, and both lower eyelids were swollen. On the left ear was a small scar, apparently the result of some old ulceration, causing the helix at this spot to be adherent to the antihelix. The purpura and cedema gradually subsided in the course of ten days or a fortnight, but there is still some swelling of the right ankle and foot and of the right hand to be seen, Rolleston: Diphtheria of U.sophagus which the patient states to be permanently present. The condition when the patient was first seen is shown in the illustration. The extremities are cold and bluish and the face has a congested, puffy appearance, the swelling of the lower eyelids being specially marked. The viscera are normal, and the urine contains no albumin. The temperature has been normal throughout. The patient has five brothers and four sisters, but there is no history of any similar condition in the family.
In spite of the existence of what seemed to be a localized obstruction of the lymphatics in the calf of the leg, the condition appears to be due to a vasomotor spasm, in view of the fact that the cedema occurred in other parts than the leg. It is perhaps akin to angioneurotic cedema or an early stage of Raynaud's disease.
Diphtheria of (Esophagus.
Boy, aged 2 years 4 months, was admitted imoribund to hospital on October 14, on eleventh day of disease, and died in seven hours. No antitoxin had been given, diphtheria not having been diagnosed until day of admiission.
Condition on admission: Profound toxaemia, pulse imperceptible, temperature 97'60 F. Old membrane visible on tonsils, uvula, and epiglottis, pronounced oral foetor, profuse blood-stained nasal discharge. Slight stridor, croupy cough, and recession. Upper part of right external ear swollen and excoriated. Sloughing wound just below left external malleolus. Cultures of throat, ear, and wound all showed abundant Klebs-Loffler bacilli.
Specimen A, CEsophagus: Upper third normnal; middle third shows some injection of mucosa; in lower third are two longitudinal areas of necrosis measuring each 3 5 cm. in length, coalescing below, where they measure 2 2 cm. in width, and stopping just short of the lower end of the cesophagus. In the centre of one of the areas the muscular wall of the cesophagus is exposed. Direct smears and cultures from the necrotic areas showed numerous Klebs-Loffler bacilli.
Specimen B shows remains of membrane on and varying degrees of necrosis of tonsils, uvula, pharynx, epiglottis, valleculae, ary-epiglottidean folds, and interior of larynx. Trachea normal.
